This exploratory study examined patient-provider communication dynamics regarding adherence to highly active antiretroviral therapy (HAART) and protective sexual behavior among people living with HIV/AIDS (PLWHA). We conducted 20 direct observations of routine consultations between PLWHA and care providers in two large public health clinics providing free HIV medications and clinical care to PLWHA in the greater Rio de Janeiro area of Brazil. Immediately after these observations, 20 semistructured in-depth interviews were conducted with observation participants regarding their communication with providers, overall clinic experience, and questions and concerns about adherence to HAART and safe sex. Findings from observations showed that patient-provider communication focused almost exclusively on biomedical aspects of HIV-related treatment such as symptom management. In most observations, adherence to HAART was addressed. However, questions posed by providers regarding adherence were generally close-ended and leading, discouraging an open exchange regarding potential difficulties related to adherence. HIV/sexually transmitted infection (STI)-related protective behaviors were seldom addressed except when the patient displayed STI symptoms or was thought to be pregnant. In qualitative interviews, patients generally reported satisfaction with their providers, but also reported a variety of concerns and challenges related to adherence to HAART and protective sexual behavior that were not expressed in patient-provider interactions. We conclude that one way in which adherence to HAART and protective sexual behavior among PLWHA could be facilitated is by improving patient-provider communication on these topics, including increasing the frequency of openended, nonjudgmental dialogue initiated by care providers.
INTRODUCTION H
IGHLY ACTIVE ANTIRETROVIRAL THERAPY (HAART) has extended the survival and quality of life of many people living with HIV/AIDS (PLWHA) in a number of higher income countries where HAART has been publicly available since the mid-1990s. [1] [2] [3] The survival of PLWHA living in Brazil has also increased dramatically since universal access to HAART was mandated by the federal government in 1996. [4] [5] [6] [7] However, in addition to these important gains, critical public health challenges related to the well-being of PLWHA as well as larger HIV/AIDS transmission dynamics remain, including how to better support adherence to HAART and protective sexual behaviors among PLWHA. Prior research on these two topics indicates that the adoption and maintenance of these desired public health outcomes is far from universal and is often quite challenging to achieve.
The possibility of both HIV treatment failure as well as the development of drug-resistant strains of HIV increase significantly when less than perfect adherence to HAART occurs. 8 Several assessments of adherence to HAART conducted in higher income countries have found that up to 90% of patients report taking all their HAART medications over the last few days. However, when researchers inquire into adherence to HAART over longer periods of time, rates often drop considerably with more than a third of patients reporting missing doses over the last month. 9 A recent study of adherence to HAART in Brazil, involving over 300 public health clinics and almost 2000 PLWHA, found that the prevalence of adherence to HAART, defined as taking 95% of HIV medicines over last 3 days, was 75%. 10 Adherence to HAART over longer periods of time has not yet been reported by the study team.
We also know that consistent protective sexual behavior among PLWHA continues to be a formidable challenge. A recent meta-analysis of available literature from the United States found that the reported rates of protective sex of PLWHA who were aware of their HIV status ranged from 60-87, depending on PLWHA subgroup, type of sexual partner and time frame. 11 The rates of protected sex among PLWHA in Brazil, based on the few studies conducted to date, are somewhat similar. 12, 13 For example, Paiva et al. 12 found that 63% of 826 women living with HIV in Sao Paulo with steady male partners reported always using condoms with this partner type. While prior research indicates the need for continued prevention work among PLWHA and their sexual partners, it is also important to note that both studies stated that the reported rates of protected sex among PLWHA were significantly higher than the rates observed among those not infected with HIV within their respective study contexts. 11, 12 Factors found to be associated with adherence to HAART and safe sex, respectively, include some distinct as well as some overlapping elements. Adherence to HAART has been linked to both the treatment regime itself and the patient's experience with side effects. 14 In addition to the biomedical and clinical issues specific to HAART, there are also several key sets of factors that appear to impact both adherence to HAART and safe sex among PLWHA, including the psychological state of mind of the individual patient as well as the social and material support systems to which a given PLWHA has access. 9, 15 One type of potential support system to which many PLWHA have ongoing access is the relationship with their clinical care providers.
Findings from higher income countries indicate that the relationship between clinical providers and their HIV-positive patients is an important predictor of adherence to HAART among PLWHA. [16] [17] [18] [19] Several different dimensions of the patient-provider relationship have been found to be associated with increased adherence to HAART. For example, Schneider et al. 19 found that openness of communication, HIV-specific information, overall physician satisfaction, and physician trust were all independently associated with adherence to HAART.
Adherence to HAART is generally viewed as a routine aspect of the clinical care consultation for PLWHA. However, two different U.S.-based studies regarding patient-provider communication and safe sex among PLWHA found that sex and sexuality are often not discussed within the context of ongoing care, with up to 25% of the PLWHA interviewed in these studies reporting they had never received safer sex counseling from their clinical care providers. 20, 21 Limited research has been conducted on the role of the patient-provider relationship and adherence to HAART or safer sexual behaviors among PLWHA in lower to middle-income income countries. In turn, this exploratory study sought to examine the dynamics of patient-provider communication and its relationship to adherence to HAART and safe sex among PLWHA in Rio de Janeiro, Brazil.
MATERIALS AND METHODS

Study setting
The study was conducted between September 2004 and March 2005 in two large government-run, public health centers in the greater Rio de Janeiro area of Brazil. Both centers provide free HIV-related care to generally lowerincome, PLWHA. The approximate number of PLWHA receiving ongoing care at these clinics was 1400 and 2000, respectively, with a total of approximately 1000 and 1400, respectively, receiving HAART per clinic. Each clinic had a total of approximately 12 clinical care providers (physicians, psychologists, social workers, and nurses) at the time of the study. Most providers were physicians, as the typical model of care at HIV/AIDS clinics in Brazil is physician-driven, with very limited nursing staff or psychosocial care providers such as clinical psychologists or social workers. Each provider generally worked approximately 8 hours per day, consulting at least 10 patients during that time period. In each clinic, PLWHA receiving HAART generally came to the clinic once per month to receive their HIV medications and bi-monthly for follow-up clinical consultations. Physical examinations are generally carried out a given patient's initial consultation and in the case of specific symptoms or concerns, rather than in each consultation therein. Biomedical testing such as CD4 counts and viral load testing is generally conducted every 4-6 months per patient. It is important to note that all persons living with HIV meeting clinical criteria devel- 
Sample, recruitment, and participants
This study utilized a cross-sectional design and purposive sampling to reach a subset of caregivers providing clinical and/or psychosocial care at the two participating study clinics and a group of 20 PLWHA to whom they provide ongoing care.
We recruited a total of eight care providers to participate in the study. Care providers met eligibility criteria if they provided ongoing, routine clinical and/or psychosocial care to HIV-positive patients receiving HAART. Provider participants were recruited with the assistance of the two clinic directors who informed the clinic's care providers of the study's objectives and encouraged their participation and then study staff approached the care providers to explain the purpose of the study in more detail and ask them if they were willing to participate. One care provider approached refused participation in the study citing a heavy workload as the reason for not participating. A private, formal informed consent process was undertaken with each of the other eight providers who expressed interest in participating.
Six of the participating providers were physicians providing ongoing clinical care to PLWHA (five females and one male; three per clinic) and two were social workers providing periodic psychosocial support to PLWHA (both female; one per clinic). Nurses and psychiatrists were not part of the sample because only one of the sites had these types of providers on staff and we wanted a similar provider composition across the sites. Both sites had a social worker providing psychosocial care to PLWHA. Only those persons who request to see social workers or those who are referred by their provider meet with social workers on an ongoing basis. While a minority of patients see social workers regularly, all patients meet with a social worker at some point during care.
We recruited a total of 20 PLWHA to participate in the study. We recruited at least 1 female and 1 male patient of each of the clinical care providers participating in the study. Patients met eligibility criteria if they: were HIV positive, on HAART, and had sexual intercourse within the last 3 months. In one clinic, eligible patients were called into a private office where the clinic's social worker gave a brief overview of the study and then asked if they would be willing to participate. If they were, the researcher then entered and the social worker left while the private consent process was then completed in this office. In the other clinic, the individual care providers asked eligible patients in their private offices if they were willing to participate without the presence of the researcher. If they were, the researcher then entered and the provider left while the consent process was completed in the office. We did not experience any patient participation refusals.
Ten women and 10 men living with HIV participated in the study, 8 from one clinic and 12 from the other. Three of the participants were homosexual men, 1 was a bisexual man, and the other 16 participants were heterosexual. The average age of participants was 37.3 years (range, 18-50) and the average educational level was 8.6 years, indicating that the majority had completed primary school (range, 5-15). The average length of time on HAART was 6.4 years (range, 5 months to 17 years). The large majority of participants reported having one regular sexual partner during the last 3 months (17/20) , with a range of 1-9 partners.
Data collection procedures
Study methods consisted of 20 direct observations of scheduled patient-provider consultations, followed by semistructured, in-depth interviews with patients from these same consultations, immediately after their session. Observations of consultations lasted between 10 and 90 minutes, with an average of 29 minutes. These were guided by an observation guide that established areas of required observation. Observation points included verbal and nonverbal communication, physical descriptions of the environment and descriptions of examinations conducted. The patient interview that immediately followed the observation lasted between 15 and 30 minutes, with an approximate average of 20 minutes, and was guided by a set of open-ended questions and subsequent probes. Patients were asked about their relationship with their provider, their experience at the clinic, concerns about protective sexual behavior and medication adherence, how any of the aforementioned could be improved, and interest in participating in group and/or individual support sessions. Both the direct observation guide and the interview guide were pilot tested six times in the HIV-clinic environment prior to study use. All direct observations and interviews were conducted in Portuguese by a local researcher trained in qualitative research methodology. The study protocol was approved the Institutional Review Boards (IRB) of the Johns Hopkins School of Public Health, the Oswaldo Cruz Foundation, and the National IRB of the Brazilian Ministry of Health.
Data management and analysis
Extensive field notes were taken during and after the observations and interviews and typed into computer files immediately following interactions with participants.
The interviewer/consult observer tried to capture verbatim conversation in her notes as frequently as possible. Observation and interview transcript files were coded and analyzed using a computer software program for text search, retrieval, and organization, AT-LAS.ti 4.1 (ATLAS.ti Scientific Software Development GmbH, Berlin, Germany). Codes were developed based on both interview and consult guides as well as based on themes emerging from the data collected using each methodology.
The goal of the coding was to break up and then organize the data into categories that allowed for comparison of data both within and between categories. 39 Following coding, we ran all data output corresponding to a given coding category and then reread and synthesized the data per category. We then developed memos for each category and synthesized the data across coding category developing a few salient themes which we would narrate in the paper. A final reading of the original transcripts in their entirety was carried out to contextualize the themes identified and assist in the articulation of study recommendations and conclusions.
RESULTS
Overall clinical consultation dynamics
Observation data indicated that patientprovider consultations generally focused on reviewing patient's test results for viral load levels, discussion of any symptoms the patient might be having, renewing prescriptions, scheduling for future tests and appointments, and updating demographic or contact information. Physical examinations were carried out in only three of the consultations. Two of these examinations were given when the patients exhibited symptoms (vision problems for one patient and feeling drugged after taking the evening HAART dose for the other patient) and the third was because the patient was pregnant. The general tone of consultations was relaxed and many involved some amount of joking and/or casual conversation between the provider and patient, with providers often asking questions about how the patient's family members were doing.
Overall satisfaction with provider
In in-depth interviews, most patients expressed satisfaction with their providers and could think of nothing negative about their relationship with their providers. Patients used a variety of positive descriptors for providers, such as "attentive," "concerned," "excellent," "patient," "cool," "very good," and "great." A number of patients said that they felt "comfortable" with their providers and that they could talk about many things and "open up" with them. Several patients suggested that they had especially warm and friend or family-like relationships with their providers. "She raises my spirits . . . it is always good to have a person like that . . . who leaves you well," related one male patient. A female participant stated, "It is as if she were another mother. She shares experiences with me . . . makes me an equal in what is going to happen . . . she's a great friend." Another female patient likewise described her social worker in the following manner, "She's the mother that I never had. We talk a lot . . . When I'm embarrassed and can't talk to others she always welcomes me, she doesn't discriminate."
The few concerns reported by patients about their relationship with their providers involved issues of time. As one patient stated, "At times she's in a hurry because she has a lot of people to attend." This same patient later said that, "we wind up waiting a long time." Another participant explained that, "At times I don't open up with her . . . I don't manage to ask a question. I prefer to keep it to myself . . . because of time . . . the time is short."
Openness of communication
The majority of patients interviewed reported that they did not have any remaining doubts or concerns that they had not brought up with their provider during the consult. Statements such as "she always clears up everything" and "when I have a doubt, I ask" were common among participants. However, 5 of the 20 patients interviewed did state that they had lingering doubts or concerns that they did not articulate to their providers during the consultation prior to their interview. For example, several patients, when probed on the subject, said that they still had concerns over the use of condoms. The primary reasons given for not raising these concerns with their providers were that the subject was a "personal, intimate thing," and that "there are so many things that I forget [to ask]."
Other types of concerns expressed by participants in follow-up interviews related to both their own clinical care as well as the welfare of their family. For example, one patient did not understand "why some people manage to get tests and other don't." The patient before him was able to get a hemogram test done at the clinic but when he asked for this same test, he was told he needed to go offsite. Regarding the possibility of transmitting HIV to her children, another patient shared, "I have a doubt about my two children . . . at times they like to kiss people on the mouth . . . to eat off the same spoon. I don't know if they can." She said her reason for not asking her doctor about this was that she "didn't have the courage to ask," and felt "stupid," because she already saw on the television a "talk that said there was no problem using these things . . . but we are always preoccupied anyway."
Communication regarding adherence to HAART: "You're taking the medication correctly, right?"
In over half of the 20 patient-provider consultations observed, providers inquired about or discussed patients' adherence to HIV-related medications including HAART. Eight conversations were in the context of ongoing medication regimens and three were in the context of changing the patient's medication regimes. However, these interactions generally involved closed-ended and leading questioning patterns. For example, most providers asked patients at the beginning of the consult if they were taking their HAART medications "properly," "correctly," or simply if they were taking the medication at all. Patients typically responded, "yes" or "of course," with no further commentary. One physician asked a male patient, "You are taking it [the medication] correctly?" to which the patient responded, "Yes, sir." Another physician at the same clinic asked a female patient, "You are taking it [the medication] properly?" at which point the patient responded, "I don't even need a watch." A social worker at the other clinic similarly asked one patient, "You've been taking the medication correctly?" and the patient's response was, "I take it properly. I take Bactrim and another with a name I forget."
After a few questions regarding whether patients were "correctly" adhering to HAART, such as the examples mentioned above, providers generally moved on to a different topic. In a few instances, providers asked more broadly if their patients "had any doubts?" related to their HAART medications. However, as the format of this question is also closedended, implying a yes or no response, it generally led to the patient saying nothing more than "no," before the conversation shifted to another topic.
In the remaining nine consultations adherence to HAART was not discussed at all. At times this appeared to be linked to providers' assumptions that adherence was going well based on seeing a low or undetectable viral load result from the patient's most recent test. For example, one provider simply stated to the patient, "You are taking the medication correctly. Its [viral load] been undetectable for a good period now." Additionally, in some of the consultations in which adherence was not discussed, it appeared that it may have been overlooked because of the patient's complaint of new symptoms which then became the focus of the consultation. For example, one patient felt that he had an inflammation on his penis or anus and the consultation focused on this; another had symptoms of lipodystrophy during menstruation as well as ophthalmologic symptoms. In one of the consultations in which medication adherence was not discussed, the patient had just been admitted as an inpatient, suggesting a potential prioritization of communication topics on the part of the physician.
There were a few exceptions to the brief, closed-ended style of adherence questioning described above. For example, when one patient mentioned to the social worker that she had just gone back to finish high school, the social worker asked, "How is it going taking your medicines and managing your courses?" The patient responded that she did not "see a barrier to taking the medicines," because she only had to take them "two times per day." The social worker continued, "and was it always easy?" to which the patient responded, "I never had a reaction. In the beginning I had trouble accepting [that she needed to take the meds]. I thought of myself . . . But, now I think of my children and that there is God in the sky and my medications in my purse (she laughs)." In a distinct observation involving a different provider
another type of open-ended question was utilized to explore the issue of adherence. The provider asked, "How are you taking the medication?" When the patient responded, "Properly," the doctor further enquired, "How?" requiring the patient to provide more detail.
When asked about concerns regarding adherence to HAART in in-depth interviews, most participants reported that they did not find anything difficult about adhering to their medications. A few participants stated that they had problems with side effects or schedules "in the first days" or "before" but that these issues had been resolved and that now they were "normal" or "good." However, there were also several patients who told providers that adherence was going well, and then once questioned about potential difficulties in the postconsultation interview, shared a different story. One participant who had answered the provider during the consult that he was taking the medication "properly," explained to the interviewer afterwards that he had problems with the medication schedule because he does not eat at regular times. "At times I am late or early in taking it . . . I get distracted and the time has passed." When the researcher asked how often this occurs, the patient responded, "It always happens. Today, no. Today I took it correctly . . . At times when I'm watching TV, I get distracted. And at times I want to take it but I don't have food. I get depressed about this. Here in Rio I don't have family. Just me and God." Another patient similarly responded to his provider that he was taking the medication "properly." However, in his followup interview he revealed that sticking to the medication schedule was quite difficult and that he often took his medicines at least an hour after indicated.
In addition to challenges regarding take HAART medications on schedule, a few patients discussed problems with side effects or the difficulty of swallowing medications in postconsultation in-depth interviews. One participant shared, "I almost don't sleep. I take the medicine and I sleep, and when it's been about 4 hours I can't sleep anymore and I start walking around the house." Another patient described his concern that, "The pills are large and difficult to swallow . . . so I have to take them with juice or with milk to help them go down." Neither of these two participant's providers asked them about medication adherence during the consultations observed.
When asked what the clinic or provider could do to help with medication adherence, patients generally said, "nothing," "I don't know," or "it's my thing." A few patients stated that they had already tried to discuss these issues with providers and did not receive much in the way of productive or supportive feedback. For example, one participant stated, "I already spoke with her [the doctor] and she said that I have to be more attentive and that I have to help myself."
Patient-provider communication regarding protected sex or the lack thereof
Overall, very few of the providers observed asked their patients about anything related to their sexual behavior. The other example of a doctor asking about their patient's sexual behavior occurred when a woman who was recently diagnosed with HIV came to see her new provider. She was clearly pregnant and the doctor asked her about the "number of sexual partners" she had as well as whether or not she was using condoms. After the participant digressed off topic briefly, the doctor returned to the subject of condoms and challenged her, "Before the test you weren't in the habit of using them." The patient agreed and the doctor stated, "After you learned [ At the end of the consultation the doctor counseled the patient, "When you have relations without a condom you are subject to whatever problem the person has . . . if you have already passed the virus to him, you could wind up exchanging the virus. A little passes and a little more will fill the pot. [He might say], 'Oh, it's already done' . . . But it's going to be done still more? This is not a justification. You have to use them."
Finally, one provider simply asked her patient, "Do you have condoms?" The patient started to respond, "If you had . . . " but the doctor then interrupted and stated, "We have some kept here.", before the patient finished. The doctor then moved on to a different topic.
While issues related to protected sex were seldom discussed between physicians and their patients, in three of the four social worker consultations observed, safer sexual behavior was discussed. The following is an example of such an exchange: In in-depth interviews following patientprovider observations, most patients did not express concerns about protective sexual behaviors and relayed the message that they knew they needed to use condoms. This sentiment was conveyed by one (female) patient when, referring to the need to use condoms, she said, "The instruction I have . . . the knowledge . . . I will never do something wrong again."
Five of the 20 patients interviewed did expressed concerns regarding protected sex in follow-up interviews. Concerns were generally more prevalent among female participants regarding the difficulties they had trying to convince their male partners to use condoms. For example, one female participant stated, "A woman may be afraid to say no [to refuse sex without a condom], and this can jeopardize her." Another female shared, "One time we use it [a condom] and another time we don't . . . I know that it is not conscientious. But he wants to [have sex without a condom] and I give in."
Other concerns raised by patients regarding protective sexual behaviors involved the technical performance of condoms such as leakage or breakage as well as difficulties with themselves or their partners being able to enjoy sex with condoms. One participant discussed the problems she had had with the use of both male and female condoms and how this may cause problems in her health, "The male one started to give me allergies . . . and the female kind I can't manage to keep inside me . . . you have to hold the condom . . . if you don't, it comes out . . . I love myself and without a condom, I don't have a chance. The love will end. I have an undetectable viral load and I take care of myself." On this same topic, another female participant shared her frustration that only male condoms were available at the clinic.
When asked what their provider or clinic could do to help with protective sexual behavior concerns, patients generally had no suggestions or described the problem as their own, one that the clinic could do nothing about because it is between them and their partner. One participant stated, "This is my thing alone." Likewise, another participant stated, "It is between he [her partner] and I."
DISCUSSION
Patients generally reported positive, friendly, and satisfying relationships with clinic providers. However, study findings indicate that there are potentially many missed or ineffectively utilized opportunities to address critical public health issues such as adherence to HAART and protected sex among PLWHA in ongoing clinical care consultations.
While many providers in this study engaged in some level of communication regarding adherence to HAART with their patients, the form of communication was often closed-ended and leading. Rather than asking a patient if they are taking the medication "correctly," thereby limiting and discouraging open, in-depth communication, providers could ask, "How is your experience with your medication going lately?" as one social worker from the study inquired. While most patients did not report difficulties with adherence to HAART in in-depth interviews, some did report missing medication doses or taking medicines late due to problems with forgetfulness and/or diet, indicating the importance of more in-depth communication regarding such challenges. Most patients may understand and be able to follow the directions related to adhering to HAART, but as this and other research in Brazil has found, there are some patients who require special assistance. For example, Ceccato et al. 22 found that 26.3% of patients in a sample of PLWHA attending public AIDS clinics in Brazil had insufficient understanding of their medication regimen, defined as responding accurately to 70% or less of key treatment-related questions on topics such as dosing, adverse reactions, and food requirements. The data also suggest that providers need to be better prepared to respond to patients who do express concerns regarding adherence to HAART. As the few of the patients interviewed who did report asking for help did not generally feel that their providers were interested in discussing their concerns or able to provide them with specific ideas or skills to assist them.
Most providers observed did not communicate at all with their patients about protective sexual behavior. The few exceptions to this were when patients exhibited obvious signs of lack of protective sexual behavior, such symptoms of a sexually transmitted infection or being pregnant. In follow-up interviews, most patients reported no problems with protective sexual behavior. Yet again, there were some participants that did report having concerns or problems that were going unaddressed. Concerns regarding safe sex were more prevalent among female participants as were reports that they were unable to convince their male partners to use condoms or having difficulties using specific types of condoms. The few women who did try to discuss such issues with their providers did not feel as if their questions and concerns were received without judgment or that their providers were interested in or prepared to give them advice on this subject.
In addition to the patients feeling judged in several instances by their providers, patients themselves used self-judging language at times regarding their struggles to maintain protective sexual behaviors and to adhere to HAART. For example, when discussing her inability to practice safer sex in the past, one female patient reported, "I will never do something wrong again." Another female participant who reported being unable to convince her partners to use condoms reflected on how her behavior was not "conscientious." Such statements suggest that in addition to access to accurate information regarding adherence or safe sex, deeper psychosocial issues such as internalized stigma and self-acceptance may be impacting both the quality of life as well as the health-related behaviors of PLWHA and should be contemplated within future intervention research regarding patient-provider communication among PLWHA.
One way to improve patient-provider communication is to implement continuing education and training for the care providers. In fact, a recent qualitative study in Brazil suggests that many physicians do not engage in adherence discussions precisely because they do not feel prepared. 23 Yet, research regarding provider training to improve communication between care providers and PLWHA regarding safer sex has been linked to positive behavioral changes among PLWHA. For example, Richardson et al. 24 saw significant reductions in HIV sexual risk behaviors among PLWHA with multiple partners within the context of a safer sex counseling intervention initiated by physicians in the United States. Clinics have also reinforced provider communication trainings, by developing written procedures and guidelines regarding the frequency of and approach to communication on topics such as safer sex. For example, Myers et al. 25 found that in clinics in the United States with written procedures on safer sex counseling, there was an increased probability that providers counseled HIV positive patients on safer sex issues.
Most of the interventions implemented in clinical care settings related to adherence to HAART documented in the literature tend to utilize clinic staff other than physicians, such as nurses, to engage patients in cognitive behavioral sessions outside of routine clinical or psychosocial care interactions. 27 Such interventions are clearly important and needed. However, also of importance is the need for improved ongoing, routine patient-provider communication related to adherence to HAART, including communication between physicians and patients. We did not find any examples of interventions related to improving routine provider communication on HAART with physicians in the literature. Yet, the reality of the health care model in most middle to lower income countries is that it is physiciandriven, and often lacking in nonphysician staff such as nurses and psychosocial care providers. It is important to note when considering the possibility of encouraging increased, openended communication between providers and patients, that two studies in The Netherlands, one with gynecologists and the other with pediatricians, have looked at the length of the visit and found that improving physician communication did not lead to longer visit times, a potential barrier in the busy clinic environments where providers must see many patients on tight schedules, as is the case at the clinics from this study. 28, 29 The interventions that have been implemented to date regarding patient-provider communication in the context of ongoing care with PLWHA have been limited. Additionally, most have focused on the provision of information, education and/or counseling regarding topics such as safer sexual behaviors. Our study does indicate that enhanced discussion on safer sex is warranted. However, our findings also suggest that directive communication that works from the assumption that patients "should" be adhering to HAART or "should" be practicing safer sex, may further reinforce patient's anxiety, perceived sense of inadequacy and self-judgment, in the case that they are currently not implementing these behaviors as recommended by clinic staff. By engaging in a more open, nonjudgmental dialogue physicians, can slowly become more aware of the fears and insecurities with which their patients are struggling and reflect on ways that they may be able to assist them as possible or refer them to complementary psychosocial services if needed and available. Additionally, our findings indicate that there may be some patients with specific material constraints to adherence to HAART, such as the lack of adequate food, which must also be contemplated in future intervention research, particularly in lower income settings. A brief food security assessment tool could be developed and implemented periodically by care providers with patients, not only to ensure adherence to HAART, but to increase overall health and well-being.
This study provides important data regarding patient-provider communication surrounding two critical public health challenges: adherence to HAART and safer sex among PLWHA. However, this study represents initial work on this topic in the Brazilian context and in turn there are several limitations to the study that are important to note. Our small sample size of both providers and patients limits our ability to generalize our results as does our emphasis on specialized HIV/AIDS clinics in a cosmopolitan, urban area. The use of only one observation and interview per patient-provider pair limits our ability to draw conclusions about the more nuanced nature of each patient-provider dynamic. While we did attempt to establish interrater reliability by having a second researcher present during three of the pilot interviews, this researcher was not present throughout all of the data collection because of the potential added bias of multiple observers on the intimate patient-provider dynamic. Without this second perspective, we cannot be confident that another observer/interviewer would have collected similar data. Additionally, we receive feedback from one of the patient's interviewed who felt his provider was not normally as detailed as he was during the observed consultation. Despite these limitations, the data presented herein help to shed light on areas of patient-provider communication, which if improved, may lead to increased adherence to HAART, safer sexual behavior, and overall well-being among PLWHA.
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